5. Mo.300 IHLE[] OCT 1 1952 STANDARD CERTIFICATE OF DEATH DA 144 % I

£y, 10.48
'BIRTH NO. REG. DIST. NO. ;3 Ig PRIMARY REG. DIST. NO. 1003 Kegistrar's No......... ...8 éa. R
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Where degessed lived. If institution: residence Lefors
d a. COUNTY ’ &. STATE M b, COUNTY admizion).
N . Oe i v
b, Ccl,'a‘{ (It vuteids corpursts Umits, write RURAL and give ¢. Al;;-:NGTH OoF . Clc"rg’ (If outside corporate limits, write RURAL and give townshin) (
township) il is place)
own St. Louis, Missourd™ ™| Z2HBWY™ ! 1w  St.Louis 209 7
d. FH&LPT_&I?_EOOF {If act iz boepltal or fustituticn, Live streat address or location) d'Asl-)rgREETSS . 4 plat, cive location} a’
INSTITUTION St, Leuis City Hespital #1 4147 Flerrisant :
3 NAME OF a. (First) b. (Middle) I e (Last 4. DATE (Month) (Dny) (Yest)
{Twpe or Print) Anna Kramer peatH September 11, 1952
5. SEX ’ 6, COLOR OR RACE | 7. m&% NE‘\;EEcgsl!RIED. 8. DATE OF BIRTH 9, I.A'?E o y.)ln l'; v&n lnﬂ F UNDER M HES.
(Specity) .| oo Ho Mia.
Female Fhite Wlow' 52 6-12-20 ) , |
10a. USUAL SET(‘:F‘I::\TION (@hvakiadol =k | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE  (ci1y ad Stata or Foraign Gomstey) 12, CTTIZEN OF WHAT
2 ifome ™ St.Louis,Mo, O
{Ian. FATHER' S NAME 13b. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
Henry Brueggeman . 4 Nellie Unknown Benjamin Kramer
5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yo, no,orunkoown) | (If yes, give war or dates of service) NO.
no none Medical Recerd - ‘
18, CAUSE OF DEATH B MEDICAL CERTIFICATION INTERVAL BETWEEN
.|| Enter anly onscameper | I. DISEASE OR CONDITION _ . . + . ONSET AND DEATH
Jine for (&), (b3, and (g | PVRECTLY LEADING TO DEATH" (5 QW‘QM& &&a‘ d.oo..ux..q_g ) ML ans ]
*Thir does not mean ANTECEDENT CAUSES
the mode of dying, such Murbidmmﬁt’lmu if aa, DUE TO (b)
os heart fallure, asthenia, ‘Hlth abooe cause (a) 4 o R -
|| ete. “ze* means: ihe dia- | ‘A€ underiping cause last. - - . - R L AT LSS Sl S S A P
case, Iafury, or complica- DUE TO (c) .

tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS. © ¢ | o 'aJ"S". W" . W
Conditions contributing to the deaih but mat . ARy .
related to the dizease or condition cauring death. _ Sarak W nadiiof wmadloedlomal {o wAD .
Y

WRITE PLAINLY—USING {UNFADING ﬁMCK INE—MAEKE A PERMANENT RECORD

- .. || 19a..DATE OF,pP_FEﬁ.'- 190]. MAIOR FINDINGS OF OPERATION : ¥, . ., Yy, .. o b e 9] 2. AUTOPSY?
. . , ves L] wo
21a. ACCIDENT " (Bpeciiy) "1 216 PLACEOF INJURY ta.g..tnorabout | 2fc. (CITY, TOWN, OR TOWNSHIP) - (COUNTY) . (STATE)
SUICIDE bome, Iarm. factory, sireet, offios bldg., eted _ -
HOMICIDE _ . A e IV
9. TIME . (Moast) m.y (Your) “(Hour) | Zle. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR? .
. DMURY Tt e m | AT ] M e . HleB~ Fzi-
- 2 I hereb‘y cemfy tsalll altended th deceased from 7-17 19 52 , to 9'11 19_5__ that I last sow the deceased
aliveon ____7"3+2 and that death occurred ai _5_55_.A_ m., from the causes and on the date siated above. S
- 2%. SIGNATURE . a 7] (‘Degreoor titls) | 23b. ADDRESS i 23c. DATE SIGNED
, o Q-"'L;’i'- &W\ .S | 1518 lafaybtte Ave '9-11-52
Zia, BEEMIOAL cm»:m- 24b. DATE 24, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (O, town, of county) (Btate)
S i i Sept.15,1952| Calvary Cemetery "St,Louis,Mo, o
DATE REC'D BY LOCAL ISTRAR'S SIGNATUME ' YOR'S SIGNATURE ADDRESS ©
SEP 1 2 1998 )4 3840 Lindell Blvd,

— (Licensed Embalmet’s Ststement on




ra.- (\'-”-r“ L. .+ - R N

STATEMENT BY LICENSED EMBALMER

[ hereby &rtiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Student Embalaer Ne.

working under my personal supervision, )
et 9///7%/ mau(’/&

SLUd®AL covesencescsanssnansrannsessransans

Student Embalmer 7. - N g
- - Licensed Embalmer No._.ﬂ glb__._...

P. 0. AdtreusS. 8 120

wreor T

-y
s

-

Nots The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of Leense.)

If this body is not embalmed, fact should be 8o, stated above.




